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Quality improvement (QI) efforts affect a broader
range of people than we often assume. These
are the potential stakeholders for QI and its
evaluation, and they have valuable perspectives
to offer when they are consulted in planning,
conducting and interpreting evaluations.
QI practitioners are accustomed to consulting
stakeholders to assess unintended consequences
or assess patient experiences of care, but in
many cases there are additional benefits to a
broad inclusion of stakeholders. These benefits
are better adherence to ethical standards, to
assure that all legitimate interests take part, more
useful and relevant evaluation information and
better political buy-in to improve impact.
Balancing various stakeholder needs for
information requires skill for both politics and
research management. These challenges have
few pat answers, but several preferred practices,
which are illustrated with practical examples.

evaluation profession.2 3 Stakeholder
consultation can include a wide variety of
activities, including articulating the evaluation’s purpose, selecting questions and
methods, probing assumptions, facilitating data collection and interpreting
results.4 Stakeholders may simply need
information or they may need recognition of their specific interest in a QI
effort. They may also want a role in interpreting and framing of the results. Given
that ‘what gets measured gets done’, stakeholders may want to examine particular aspects that if recognised, might
further their own agendas. Too often,
consultation is confined to just a few
groups, or getting pro forma input, after
which stakeholders may receive the findings in already-digested form. Then the
evaluators wonder why their reports sit
on a shelf gathering dust.

This article explains and illustrates the
benefits of consulting a broad range of
stakeholders in evaluation of quality
improvement (QI). Stakeholders are
defined as those with an interest or
‘stake’ in an activity or its evaluation.1 QI
practitioners are already encouraged to
think about all the people who might be
affected by a project, especially those
who are adversely affected. And pragmatically, they know QI needs the buy-in of
other professionals to get anything done.
It may seem obvious that stakeholders
should be engaged in evaluation, and it
may come naturally in many cases. In
other cases it may seem ‘nice to have’ but
not essential. Yet it is dangerous to
assume this. More deliberate focus on
stakeholder consultation often has many
benefits, as we will illustrate.
Stakeholder consultation means involving stakeholders in the conduct of evaluation, a central guiding principle of the

CONSULTING MORE STAKEHOLDERS
WOULD HAVE HELPED: AN EXAMPLE
Consider the case of a collaborative
improvement initiative in 29 primary care
centres in the USA.5 The project aimed
to increase patient and family support for
self-management of chronic conditions.
The evaluation of this initiative revealed
many positive changes in the delivery of
care, and patients improved their goalsetting. However, the centres varied
widely in terms of patient behavioural
changes, satisfaction and the selfmanagement services themselves. QI
practitioners reported two factors affecting this variation: a lack of payment and
limited staff time for self-management
services. These factors threatened sustainability as well.
The evaluators concluded that many of
the centres had not consulted officials,
payers and managers to include a business case for the improvement. A

ABSTRACT

Leviton LC, Melichar L. BMJ Qual Saf 2016;25:803–807. doi:10.1136/bmjqs-2015-004814

803

BMJ Qual Saf: first published as 10.1136/bmjqs-2015-004814 on 18 February 2016. Downloaded from http://qualitysafety.bmj.com/ on November 29, 2021 by guest. Protected by copyright.

RESEARCH AND REPORTING METHODOLOGY

Figure 1

Types of stakeholders. Adapted from Ref. 8.

business case would address questions such as: what is
the ancillary cost and allocation of staff time for this
improvement? Is it worth the additional cost and
labour? Are there more cost-effective alternatives?
Does the improvement disrupt other processes? By
the end of the evaluation of this QI initiative, many
practitioners reported an urgent need to present a
business case. The QI practitioners had an opportunity to collect data on the business case, but only 48%
did so, while an additional 16% were planning to do
so. In retrospect, the importance of a business case
may be obvious; but QI is difficult, and people were
preoccupied with achieving an improvement, not justifying it.
Consulting a wider variety of stakeholders confers
three kinds of benefits.1–4 6 7 First, ethical practice is
better assured, given that QI affects a broader range
of people than evaluators might assume. Second, an
evaluation is more likely to be useful, given that
various perspectives and evaluation questions are considered from the start and employed to make sense of
the results.6 7 Third, as this example demonstrates,
there is a better chance that evaluation will have
impact, because political buy-in is more likely—or at
least, the danger spots will be known well in advance.
In the primary care example, the obvious stakeholders for QI evaluation were the healthcare organisations’ patients, front-line practitioners and line
managers. Yet other stakeholders had power over the
situation, both for the improvement and for sustainability. Powerful stakeholders in other situations might
include tax payers through their political representatives, patient care advocacy groups and those who
have fiduciary responsibility system-wide to assure
high quality care. Even for highly specific, local QI
evaluations, why not highlight the effort to others,
804

such as QI teachers and researchers, or those who
might want to adopt the QI strategy elsewhere?
A generic list of stakeholders, from a useful guide, can
be seen in figure 1.8
ANTICIPATING STAKEHOLDER CONFLICTS
Some readers may object that such a preoccupation
with stakeholders is overkill, especially for local QI
efforts that appear completely straightforward. Yet
stakeholder needs sometimes do conflict, sometimes
with major consequences for the quality and usefulness of evaluations. In their postmortem of eight
large-scale, multisite evaluations of QI initiatives in
the USA, Mittman and Salem-Schatz interviewed the
evaluators, programme directors and front-line QI
practitioners.9 They described legitimate tensions over
evaluation’s purpose, priorities for data collection and
consequently for the evaluations’ resources. Those
doing QI often employed rapid-cycle improvement;
therefore, they wanted to collect, learn and act on
data addressing a variety of issues, in as close to ‘realtime’ as possible. The evaluators, by contrast, needed
credible evaluation designs and uniform data collection in order to influence outside stakeholders: other
practitioners who might adopt these QI methods and
the policymakers who might encourage QI. In several
cases, a conflict over the purpose of the evaluation
and resources for data collection impaired both the
data and its interpretation.
This is familiar ground in evaluation practice.1
In conducting and overseeing hundreds of evaluations,
we have witnessed tensions among every possible
combination of stakeholders. Political skill is needed
to manage these tensions, but so is skill in managing
evaluation resources. The very worst course of action
is to ignore the tensions. They can be anticipated and
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managed through careful inclusion of stakeholders
and transparency about decisions. By transparency, we
mean careful and, if necessary, repeated explanations
and updates about the choices being made for the
study questions and methods.
NEGOTIATING THE USE OF EVALUATION
RESOURCES
The stakeholders are potentially many, their questions
and interests often differ and budgets for evaluation
are limited. How then do we begin to balance stakeholder information needs? For managing evaluation
resources, there are several potential avenues. Data
collection is usually the biggest cost in an evaluation
study. Although automation can reduce this cost, as in
the case of electronic health records (EHR), the fact
remains that data must be obtained, cleaned and often
validated or audited. Furthermore, some important
kinds of data may not be recorded in the EHR, thus
adding to data collection cost. Sometimes it is acceptable for certain stakeholder questions to be addressed
in less detail or with lower data quality than others.
At a minimum, various stakeholder views can be
better represented both in planning evaluations and
interpretation of findings, which are minor components of evaluation cost for potentially large returns.
Negotiation can help address which stakeholders’
questions get answered, in what sequence and at what
level of detail, quality and expense. A very positive
example comes from a multisite evaluation of efforts
to incorporate effective counselling about healthy
behaviour into routine primary care: diet, physical
activity, tobacco and alcohol use. Phase I supported
the evaluation of individual, site-level approaches.
Phase II integrated several of the most promising
approaches from Phase I. By Phase II, practitionerresearchers had developed a common interest in data
collection and conducted credible multisite studies of
patient behavioural changes and cost-effectiveness of
the interventions.10 11 We believe that there is great
potential for such win-win situations, especially in QI
evaluation, where the needs of various stakeholder
groups are often logically linked.
EMPOWERING THE POWERLESS: ETHICAL AND
USEFUL TOO
QI practitioners generally consult patients, families
and communities as stakeholders in order to avoid
harm, and they recognise patients’ experience of care
as an important quality indicator. But the purpose of
this article is to demonstrate additional benefits. For
example, Salud America! is a research network to
prevent Latino childhood obesity in the USA. The
network started with input from hundreds of Latino
community leaders from around the country, and now
includes thousands. It was essential for Latino leaders
to decide the priority topics for the network to study
and evaluate. The ethical imperative was clear, given

Latinos’ often marginal position in American society.
Relevance and evaluation quality were equally served,
because so little prevention had focused on Latinos to
date, yet prevention strategies clearly needed to be tailored to Latino cultures and life situations. The
wisdom of communities about their own situation
could be tapped through their leaders, who participated in a nominal group process. Community processes, when authentic, can be extremely messy. Yet
this effort was orderly—more than feasible, because
the infrastructure was in place to obtain stakeholder
input.12
Evaluation is usually a publicly financed or philanthropic activity, presumed to benefit society as a
whole. In a representative democracy, the range of
interests all contend in a marketplace of ideas.13 Yet
social justice is at issue, too. We know that the power
and privilege of some stakeholders tend to drown
other voices out, frustrating a democratic process.
This tension is acutely seen in healthcare today.
Consensus is emerging that patients, their families and
caretakers need a greater voice in the evaluation of
QI, consistent with their greater participation in
healthcare decision-making generally. Special effort is
required precisely because patients tend to have fewer
opportunities to get their voices heard, or may not
have the expertise that some regard as necessary, so
they can be marginalised.14 Because nurses and other
healthcare workers can also be marginalised, evaluators committed to social justice would give priority to
their concerns as well.
As seen in the Salud America! example, including
such stakeholders can be beneficial for evaluation
quality and relevance. Value judgements are inherent
in every aspect of evaluation; by giving voice to marginalised groups, participatory evaluators aim to counteract the biases of the powerful.15
In evaluations of education and social welfare, challenging government officials’ bias has been found to
be one of the most useful features of evaluation.1
It could be very helpful to QI: for example, let us say
a hospital wants to translate patient education materials into the languages of recent immigrants. In most
cases, there is a need to incorporate cultural meaning
to assure understanding. If asked to evaluate the materials, immigrants might suggest revisions, but they
might also challenge the assumption that a pamphlet
would be effective; instead they might suggest that the
hospital employ some immigrants to communicate directly and impart greater trust.
Writers on participatory evaluation offer useful
strategies to give voice to marginalised stakeholders.15–17 First and foremost, they convey respect,
eliminate the power differential between the professional and participants and recognise participants’
wisdom about their own needs and assets. They take
the time necessary, carefully eliciting participants’
interests and questions, not just providing information
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but by their active involvement in every phase of the
evaluation. Many helpful resources for participatory
evaluation are available from the Community-Campus
Partnerships for Health, https://ccph.memberclicks.
net/.
COPING WITH COMPLEX SYSTEMS, FINDING THE
LEVERAGE
Some elements of QI strategy transcend the
project-level tactics: for example, how to create and
support an organisational culture of QI. For such problems, we are still groping toward better strategy, and
the opportunities are emerging, not fixed.18 19 Under
these circumstances, broad stakeholder consultation is
crucial, to make sense of findings from multiple perspectives. A recent multisite evaluation offers an
example of sense-making together with stakeholders
to better understand complexity. Thirteen US hospitals used a rapid-cycle approach to develop, test,
modify and refine over 100 improvements in their
medical and surgical units. As the work progressed,
the evaluator realised that the approach was especially
powerful to empower and engage nurses on the frontlines of QI. In consultation with stakeholders, the
evaluator shifted to focus on nurse engagement in QI,
as well as overall improvements in healthcare quality.
The reported outcomes (in particular, reduced falls
and reduced nurse turnover) provided a success story
that allowed the approach to flourish and spread.20
Another example of finding leverage in complex
systems comes from the evaluation of Aligning Forces
for Quality.21 Over an 8-year period, the initiative
offered financial support and technical assistance to
multi-stakeholder alliances for QI in the USA. In preparing for the evaluation of the initiative, the evaluators surveyed participating alliance members about
their priority questions, as well as federal stakeholders
charged with strategy to support QI. The survey
revealed that almost all stakeholders needed, urgently,
to better understand the goals and meaning of patientcentred care, as well as strategies to achieve it. In the
evaluation that followed, substantial attention was
paid to this issue.22
Finding powerful motivations to implement a QI
could also provide leverage. Low-income clinics in the
USA often struggle with patients’ social needs that
they are ill-equipped to handle. These painful problems (eg, lack of housing and transportation) impede
health, make staff feel powerless to help and take precious time for little result. The Health Leads model
recruits university volunteers to assist patients in
finding help for these social needs, thus freeing up
clinical staff time. Health Leads is currently undergoing evaluation. While Health Leads may demonstrate
improved health outcomes, the model will likely
spread more quickly if it is found to be effective in
optimising clinic staff time and improving staff
morale.
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CONCLUSION
We would urge QI evaluators to think more broadly
about the stakeholders they consult. Different levels
of engagement are appropriate for different kinds of
challenges. Sometimes it comes naturally, as when QI
evaluates unintended side effects. Sometimes it is ‘nice
to have, but not crucial’. In still other cases, as we
have shown, it is more than that, satisfying an ethical
imperative, improving the chances for useful evaluation, and helping to gain political buy-in for potential impact.
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